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Participants 
 
31 Consumers/Family Members/Consumer Advocates 
30 Providers 
30 County Representatives 
01 Phone Participants 
92 Total Participants 
 
 
Pre-Meeting Education Session- Questions/C
 
• Regarding WET, we are talking about preparing Correct?  

What about pre-employment training for a contract 
program that does some employment p wever, a 
current function of the State DMH. 

• Caregiver Resource Centers can go to 
• What will happen after the stak ecisions 

about where the functions will nput and 
forward it to Legislature 

• ADP and DMH do not translate guage.  We don’t want 
to be under an ces are offered.  It is 
disheartening t arding the hen house.”  

• Applaud the co e you thinking about health 
services as you

 
Back
 
• D e functions?  The budget discussions 

h he State to Local.  If shifting to another 
S

• H , businesses, and the economy. 
• E  The designated staff does not include Executive 

le ons?  The current structure is that a CEA level (Exec 
m ort to the CEA 

• T eeds to have subject matter expertise.  The Director of 
DHCS is committed to ensuring that the leadership for mental health / Alcohol and drug 
Programs is a subject matter expert (SME) DMH staff who have expertise will follow MH 
Medi-Cal functions to DHCS.  The 19 positions are all SME’s. 

• What is DMH currently thinking? There are four options: 
1. Move all functions to DHCS 
2. Create a joint DMH/ADP agency 
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3. Stand alone mental health dept. 
4. Move functions to appropriate other state or local entities 

• Do we still have a chance to influence the decision-making?  Yes, these meetings will make 
up the DMH summary report that will be forwarded to legislature for consideration.  We will 
share info on September 16th through a webinar on-going stakeholder meeting monthly 
through July. 

• What about services for homeless?  If the state should be doing more let us know in the 
break-outs. 

• Are we only talking about the 19 positions and fu ions are 
going to DHCS.  If you don’t think 19 staff is eno

 
Based upon today’s presentation, wh at the 
state level that stand out for you?  
 
• It is better to have one system of care.  uld cause 

more problems (e.g. reporting to multiple
• The State needs to provide a  strong 

commitment to leadership and ot roll out 
services in a consistent mann

• System of Care 
• I am concerne s 
• Services and 
• Organizing ar We need to think about 5-

10-15 years [i ee a Dept. of Health 
S as systems. 

• B s horizontally, up & down, 
a
 

 
Wha he transition at the state level?  
 
Cons mer Advocates 
• T
• O ation rates by using peer run respite centers 
• E recovery across the system of care. Wellness and 

recovery can become the baseline for all services. 
• Client/Recovery movement cannot lose its momentum. Wellness and recovery’s higher 

standard should be the minimum, raise the standards across the board.  
• More people available who can provide info on the services that are available.  
• More navigators on the ground, in the community. 
• Create a system of referral for people with HIV. 
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• Opportunity to demonstrate commitment to CA diversity, i.e. ethnic groups, EI, blind, hard of 
hearing, creating and sustaining community prevention, LGBTQ. Veterans were money will 
be found to support those specific services 

• Create better lines of communication in suggested areas that have been made 
• More info on Medical and Dental, Vision. (Statewide budget cuts) 
• New programs addressing dual problems where resources can be used across both 

conditions  
• To improve access by reducing criteria for eligib
• Better / more services that will help consumer fin
• Eliminate tax breaks from wealthy corporation’s 
• Opportunity to make it better for our children 10-
• Opportunity to develop better and more 
• Opportunity for stakeholders to be at fina
• Enforcement of the diagnostic assessme son has a 

meaningful life. 
• WE MUST BE AT THE FINAL DECISIO US.  That 

Means ALL of us. 
 
 
County Representatives 
 
• Opportunity to principle are the same 

need to combin
• Educational – g elp us move to a more 

c
• W
• H se we are closer to the people receiving 

s or services 
• T  
• C vel oversight.  SB County is the gold 

s unties that don’t have enough staff? 
• N ks and balances.  Different practitioners have different 

n ar understanding priorities and expectations. 
• W o one system goals and objectives 
• W ioral health} needs are met 
• There needs to be an education component to help people understanding what they can 

expect 
• Educating the system-people providing services 
• There is an assumption that counties have the expertise that is 95% true, but that is not 

necessarily true about housing.  It’s a whole different field, level of expertise, etc.  County 
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mental health/behavioral health providers are not housing experts.  Serious thought needs 
to be given to this if these responsibilities are shifted to the local level. 

• Housing = for profit venture mental health is about services and supports those two systems 
are not compatible 

• What are the mission and goals of the {proposed} health system? 
 
Providers  
• Will the decisions be made by the people [via the ure? The 

DMH transition plan will be sent to the Legislatur here.   
• I am trying to reconcile what DMH is responsible re 19 

functions on the list, are we talking about $2m wo at hand for 
the 19 staff that will remain?  

• The money tied to the functions will also
• Southern California is disadvantaged w all the 

decisions. It should be decentralized, w ources 
should go where there is a need.  

• We need more equitable distribution of 
• Department of Justice into me ren and 

adults are sent home only with et this 
information – “marry the servi mation. DOJ should 
be required to work with DMH

• Electronic Health Record is ve Services need to put 
the client first.  

 
 
Which entity sho ons/programs listed? 
What functions/p
 
Coun
• T e expertise – housing is one of them.  Be 

c
• In
• Q – the best “policing” is done in-house.  We have our 

o of care should happen at the local level. 
• L at risk if we don’t have a statewide standard 

m  consistency of care. 
• W ment.  We need to include programs people in 

evaluation. 
• Evaluation/QI – data collection and reporting systems that function should be managed in 

one place. 
• Make data more accessible ADP does a great breakdown for every county.  They do the 

work for me. 
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• When it comes to data & QI it can be difficult to do that locally b/c we are too close to the 
action or we don’t see the flaws or cover-ups 

• It should be a collaborative process that includes state and local 
• Inspector general model a third party at state or local level can provide cohesiveness 
• We want support from the state but we also want local control of QI/Program Eval. 
• State can provide education and technical assistance. 
• Federal grant programs (PATH, SAMHSA) – I don’t see how these can be managed at the 

local level. 
• It’s about what is going to keep the money flowin
• The process needs to be integrated and statewid
• What’s wrong w/ what DMH has been providing?
• EMHI-State oversight and administration
• Caregiver Resource Centers should be ces just 

have one system.  CDA already has fun
• Keep together Medi-Cal, MHSA etc… 
• Merge ADP/DMH to eliminate fragmenta
• WET can go to CalMHSA = no y no 

reporting requirements regardi
• Retain SP/SMHI/Stigma under
• Merging with DHCS/Medicaid m
• May move aw
• Merging AOD p should know about 

recovery, etc. 
• E
• M merging with DHCS = 

w ’t let MH get lost in the 
s e system.  

• T
• B AOD + Medical services. 
• C ntract no matter where their contracts 

la
• H m only, takeout the middleman. HUD is only partner. 
• F y deals directly w/Red Cross/FEMA. Multi-county disaster 

m
• O MH expertise. 
• Worried about fragmentation if functions go to multiple agencies. 
• Only report/collect data if the data is used  
• Data should be standardized between each county (data dictionary etc…) 
• Go to MHSOAC for outcomes reporting 
• Above all, data should be centralized and accessed at one place.  



t all counties
both locals a
orkforce sho
e need to ge
e should mer
e need stron

-Out Themes 

e cohesive, comprehensiv

 
n

u
t 
g
g

o
 

k

n
rograms unified goals/princip

have large mil
d State DMH 

ld go to DHC
rid of silos an
e all of the fu
 leadership. 

i

S,
d “bl
ncti

t

 

ar

c

 should g
iencies.

 equal “foo
H, AOD, and PCP.

y populations (for

ontract out when 

ting” with
c

 physical health

o
  

 under D

ing to 

s, it will cause fragme
ments/expenses.  

HCS.  

h

nta

o

t
e

ave oversight of t

crease awareness 
is education syste

 functions, you will 
ether.  

h

s 
a

m

n

e

s. 
isorders to become the “step childr

l Health Systems 

nd understand
 is DHCS. We 

ot have cohesi

 counties (besi

rs to in
ouse th

ntering
iece tog

ti

tal illnes
e

h

li

 who is g

epartmen
ve requir

 We have to 

 Veteran’s s

appropriate.  

,

i

be 

ervi

ent/outcomes
lking about effi
 health to have
stop shop for M
 day. 

ow up the boxes
ons under one u

e sy

o

.  

m
a
l
 

a

 
 

2011 COMMUNITY MENTAL HEALTH SUMMER STAKEHOLDER SERIES 
DATE: August 26, 2011 LOCATION: San Bernardino, CA 

 

Page 6 of 7 
 
Please note: Stakeholder questions appear in black font, DMH response indicated in red font. 

• NON-REVOKABLE PAROLEES = go to probation office 
• Co-occurring disorders local but more DHCS 
• Concern:  If there will be no DMH, will its remaining functions get lost w/in the larger medical 

system?  Where’s the leadership? 
• Office of Multicultural Services: DHCS, but keep it MH specific 

 
Providers 
• Do not continue to bifurcate funding and service
• Do not allow mental health and substance use d en” in the 

public health system 
• Create a new department: Health and Behaviora
• The challenge is still with stigma of men
• Provide broad education to health provid ing of 

mental health issues. The best place to also 
need to consider this at the local level.  

• DHCS will have Medi-Cal, if you start sp veness.  
• The MHSOAC is putting the evaluation p
• If the money goes to the locals des the 

Board of Supervisors)?  
• If the functions go to different d n/splintering of 

services, and more administrat
• Quality improve
• We should be t
• We want menta
• We need a one able to bill for more than 

one service in 
• N ces), resources should go 

to
• W
• W ” 
• W mbrella 
• W
 
Brea
 
• O stem of care w/health mental health and alcohol and drug 

p les 
• Educational component and strategic plan to make it clear 
• Local Autonomy – recognizing uniqueness of 58 counties 
• Responsibilities AND Resources 
• Quality of Care: Focus 
• Meet the needs of consumers 
• Reduce fragmentation and increase efficiency 
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• Mental health and alcohol and drug programs need clout, cannot lose focus on Recovery by 
falling back to medical model 

• Standardized data collection and reporting 
• Continuity of services and oversight 
• Opportunity to reduce hospitalization rates 
• Expand wellness and recovery across the system of care 
• Make time to educate people before we ask for input, we need more navigators 
• Improved referral system 
• Commitment to cultural competence – racial/ethn
• Veterans 
• Need to know how much money/Resources is av
• Whole person approach 
• Look at eligibility requirements 
• Eliminate tax breaks for corporations 
• Increased opportunity for children 
• Include Stakeholders at FINAL
• Strong leadership 
• Outcome based incentives 

 
What do you be to mental 
health at the sta
 
• We have a lot  What can we 

d odel  
• I
• D health leadership.  Do what is right because 

i k of resources.  Be courageous! 
• O rs of change.  The people needing services 

(
• I organizational health 
• C ontinue to be at the table.  Let providers share what they 

t  and accountability 
• R

 
 

 
 


